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Visual Impairment and Mainstream Education: Beyond mere awareness raising.
Dr John Ravenscroft

Background
Parents of a child with vision impairment often face the difficult task of deciding which school their child should attend. Parents however, cannot fully participate in this decision process, if they have not been provided with the information and knowledge that will allow them to make informed choices as an equal member of the team that is involved in the child’s education. Often parents feel unsure about what is the best way forward for their child. They may want to know more about their rights as parents; about what types of educational placement would suit their child. Parents may want to know if any special preparations will be made for their child starting school and/or be concerned about how he/she will cope once there. Parents may desire more information about the school curriculum; the level of specialist vision impairment support provided; access at the school; and extra-curricular activities. Most of all, as we have seen from a variety of studies ( See Royal National Institute of Blind people’s Shaping the Future (2000/2001abcd) studies; Roe, 2008;  and Ravenscroft, 2009) children and parents may be worried about whether they or their child will ‘fit in’, will have friends and enjoy school.

A theme that frequently emerges from the literature is the requirement for collaborative services to meet the needs of children with visual impairment. This is never more needed than when we consider transition from school into further or higher education or employment.  The Facilitating Inclusive Education and Supporting the Transition Agenda (FIESTA) Best Practice report Davis and Ravenscroft et al( 2014) highlights nine important areas that professionals and parents and children should focus on through this important transition period.   These ten areas are briefly summarized below in table 1 and show how in order for successful collaborative working to occur an inclusive and informed approach for all involved is necessary. 

Formal Transition Framework	Professionals with Parents need to develop a formal transition framework which is flexible to the individual needs of children with visual impairment and adaptable based on national policies.  A framework that details pre-transition preparations and post transition evaluation to ensure successful transition and meaningful inclusion.  
Holistic Approach	Recognise the educational, psychological, social and cultural contexts of a child with visual impairment and their families which will provide a holistic approach to learning and remove barriers for learning.  
Participation	Ensure children with visual impairment and their parents are involved and are at the centre of all decisions that affect them.
Tailor Made	Facilitate children with visual impairment through bespoke approaches and pedagogy tailored to their individual requirements.   
Information	 	Provide relevant, up to date, timely information to children with visual impairments and their parents in an accessible manner.
Key Worker	The key worker (point of contact) is an essential role for all professionals to liaise with and communicate with ensuring a clear pathway of communication for all. Formalise a key working system for children with visual impairments and their parents to support them throughout the transition process.
Continuation of Supports	Identify a clear pathway for the continuation of support for children with visual impairment during and subsequent to transition.
Collaborative Working	Ensure professionals in education, health and social work collaborate using a pro-active approach to meet the needs of children with visual impairment.
	9. Training 	Provide training and continuous professional development for professionals that centre on managing transition, adapting the curriculum, models of inclusion, disability and childhood.  

Table 1: Nine step process to support transition process of children with visual impairment. (Davis, Ravenscroft et al 2014) .

The lack of engagement of young people in the transition process (point 3, 4, and 5 from table 1) has also been reported by Hewett, Douglas and Keil, (2014) where 47 participants with visual impairments were interviewed as they made their transition from compulsory education into further, higher and employment. It appears that many students did not engage with the more formal pre-transitional preparation process of the transition review although most participants did report that overall they felt supported and prepared. It is certainly seems important that whatever process of transition the child with visual impairment is entering whether it is from early years pre-school setting to primary and from primary to secondary and from secondary onwards that children are involved in the process and are considered active agents in that their comments and their wishes should be taken seriously.
In order to achieve this it is essential that parents, educationalists and other professionals work closely together to determine the successful delivery of an appropriate, planned education that enables the child with vision impairment to thrive at school (Townsley, Abott, & Watson, 2004). The driving force of having of this approach is the belief that coordination of services will avoid duplication of effort and provide children and families with better outcomes. Atkinson, Jones and Lemont (2007) identified several positive outcomes for those that have adopted a multi-agency approach. These outcomes include access to services not previously available to children and families, improved educational attainment for children within mainstream schools and a reduced need for more specialist services. Integrated service provision also leads to significant benefits for those staff and services that are part of a multi-agency framework (Gray, 2008).

However, in order to plan and develop successful integrated services, well-trained and competent professionals need to acquire an accurate demographic profile detailing numbers of VI children who will require support. Yet in the United Kingdom there is still no accurate record of how many children and young adults there are who have a significant visual impairment. This places policy makers and managers charged with the forward planning of integrated service provision with the difficult task of delivering services based on information that may not describe the full scale or spectrum of children needing support. Perhaps a simple analogy would help to express the concerns being issued here. By not having accurate details on the numbers (and potential numbers) of users of services such as education, health and social work, is surely like an architect planning a large public building, but not knowing how many people will go into it, or consequently what the internal and external requirements should be. 

Certification and Registration of People including Children who are Visually Impaired
In the United Kingdom the current certification system is when a Consultant Ophthalmologist can certify that a person is either severely sight impaired (blind) or sight impaired (partially sighted) is eligible to be placed on a register, usually held by either a Blind Welfare Society or Local Authority Social Work department. Only a Consultant Ophthalmologist can certify that a person is either blind or partially sighted; however, there are pathways of referrals from either the eye clinic, or the Optometrist directly to social services which alert them to the needs of people with vision impairments in advance of certification. (Durnian, Cheeseman, Kumar, et al, 2010).

There are many problems with the current registration system; the main one namely being under registration. There is a growing body of evidence which suggests that data from the register(s) is unreliable (Barry and Murray, 2005) and particularly so for children (Clunies-Ross and Franklin 1997; King, Reddy, Thompson et al, 2000; Ravenscroft, Blakie, MacEwen et al, 2008).  Possible explanations for this under representation of children may include a lack of awareness that children and parents have about the process of certification and registration and the people who may provide their support. It is also not compulsory and some children and adults may already be in receipt of any benefits they are entitled to.  There could also exist communication gap, perceived or real, between social, educational and health care staff; for it has been claimed that there is a lack of awareness from staff in schools and local authority education/children and family departments about the process of certification and registration (Scottish Executive, Report of the Certification and Registration Working Group, 2001; Alexander, Rahi & Hingorani, 2009).  Despite the failings of the registration system local authority services, still refer to the register and use it as a guide to anticipate the expected number of VI children that may need support and to initiate funding and implement strategic processes. 

Clinical Assessment of People with Vision Impairments 
Before we examine the profile of children with visual impairments we need to ascertain what exactly we mean by vision impairment and how it is measured. We measure how well a person sees by measuring visual acuity. The term ‘visual acuity’ was introduced by Donders in 1862 to describe ‘sharpness’ of vision, although nowadays it is the ability to resolve fine detail and, specifically, to read small high contrast letters. Visual acuity is therefore the best direct vision that can be obtained, with appropriate spectacle correction if necessary, with each eye separately, or with both eyes (Thomson, 2005). 

In a formal clinical setting the standard measure of visual acuity is usually assessed through the ‘Snellen’ notation. The ‘Snellen acuity’ uses letter recognition on a Snellen Vision Chart as shown in the left chart of figure 1. If another test is used to measure acuity it will often have a Snellen equivalent since this is most easily interpreted vision scoring method. 

	
Snellen Chart	             Bailey Lovie, LogMAR Chart
Figure 1. A comparison of the Snellen and LogMAR charts. 

A Snellen vision score is derived from the number of letters correctly identified on a Snellen vision chart from a recommended testing distance of 6 metres (6 metres in UK or 20 feet in USA). The Snellen score is found by recording the smallest size of letter that can be correctly identified and is recorded as a fraction. For example, if only the top letter of a standard Snellen chart is correctly identified the resultant Snellen score will be 6/60.  The numerator (6) corresponds to the testing distance, whilst the denominator (60) equates to the size of the letter.  The value 6/60 indicates that a person can correctly identify a letter at 6 metres, which a person with normal vision would be able to identify at distance of 60 metres.  A 6/60 value indicates poor vision. In contrast, a score of 6/6, would denote a vision within normal/average range since the letter is correctly identified at 6 metres.  

The Snellen chart although is universally accepted does have its flaws (McGraw, Winn, & Whitaker, 1995). For example, the limited number of letters at the top of the chart does put people with very poor visual acuity at a disadvantage compared to those with better acuity. There is also the problem of irregular progression of letter sizes within the Snellen chart. The jump in difference between the letters representing acuities of 6/5 to 6/6 is an increase of 120% where as the difference from 6/36 to 6/60 is 167%. As Thomson, (2005 p 57) states “this is analogous to a ruler which is marked with different length graduations”. 

Bailey Lovie (1976) charts, which negated some of the disadvantages of the Snellen chart are now being introduced. The Bailey Lovie charts (see figure 1) convert a geometric sequence of letter sizes to a linear scale, and give a LogMAR notation of vision loss. LogMAR vision testing offers a consistent and scientific method of recording vision scores.  Although LogMAR is seen as the gold standard in measuring visual acuity it is still common parlance to use the Snellen notation, and to convert it using a similar table as found in table 2. However due to the reasons just explained these conversions are only approximately and good practice dictates that comparisons between LogMAR and Snellen should not be made. 

LogMAR	 Snellen equivalent 
0.0	6/6
0.3 	6/12  
0.5 	6/18 
0.6 	6/24 
0.8 	6/36 
0.9 	6/48 
1.0 	6/60 
1.1 	6/72 
1.3 	6/120 
1.5 	6/180 
1.8 	6/360 
Table 2: LogMAR to Snellen conversion. 
Definition of Visual Impairment
We can now consider the term visual impairment and certification as it relates particularly to children and young adults. In the UK it is the National Assistance Act 1948 that defines ‘blindness’ for certification. The act states that a person can be certified as severely sight impaired if they are “so blind as to be as to be unable to perform any work for which eye sight is essential” (National Assistance Act Section 64(1)). In this definition the language of certification and registration is closely related to the adult world and clearly has no relevance at all to children.  Nowadays,  the explanatory notes issued to Consultant Ophthalmologists and Hospital Eye Clinic Staff from the United Kingdom’s Royal College of Ophthalmologists (Levy, 2007), are used and define three distinct levels of certification for severely sight impaired people. The first of these are for people who may be regarded as blind​[1]​ who have an acuity score of less than 3/60 Snellen. The second group are those that have an acuity of 3/60 but are less than 6/60 Snellen​[2]​. The remaining severely sight impaired people are those that have a visual acuity of 6/60 or better, who would not normally be regarded as being blind, but are certified (blind) if the field of vision is considerably contracted, especially in the lower part of the visual field. 
For those children and adults that are partially sighted there is no legal definition and so there are only guidelines which indicate that a person should be certified as sight impaired if they have a visual acuity of 3/60 to 6/60 Snellen and a full visual field. Or up to 6/24 Snellen with a moderate contraction of the visual field, or even 6/18 Snellen if there is a gross visual field deficit. Generally, it is likely that a child will receive intervention from a qualified teacher of visual impairment (QTVI) in the United Kingdom if the child’s visual acuity is less than 6/18, or if the child has very good acuity but has a significant reduction of visual field or if the child has cerebral visual impairment. The child’s use of vision will be monitored by a multi-agency team if the congenital eye condition is likely to deteriorate. 

Function Visual Assessments
It is important to recognise the distinction between measurements of visual acuity for a clinical measure which can be part of a diagnostic assessment or is enveloped within a treatment regime and measurements of visual acuity/function within a functional assessment. Clinical measures are measures of visual function which depend on the status of ocular, refractive and ocular-motor systems as well as the visual pathway (Hansen & Fulton , 2005). The purpose of functional assessments should be to obtain information which can be used to gain an understanding of the impact of visual impairment and the use of vision in everyday activities for the individual and to observe ways in which the person’s remaining vision is used or could be used in a variety of real-life environments. 
Children do not develop and learn how to acquire skills and concepts in isolation, for example we do not see play, socialisation, language and cognition all developing in isolation from each other. What we do see is a complex interweaving of cognition, mobility and orientation, language, emotional and social integration skills, in which functional vision impacts. Deficit models of assessment, those that are commonly found within a medical context tend not to unwrap this complex weave, nor do isolated tests within functional assessments achieve any better results. There is a requirement therefore to move from this deficit stance if we are to move towards more appropriate assessments for the child with visual impairments; assessment that is encapsulated within a strength based paradigm, a paradigm that sees the child holistically, and one which emphasises the capabilities or the positive aspects of the child’s vision. 

Functional visual assessments are therefore best achieved by through a multi-agency approach, but the multi-agency team must take into account their own constructions of the child they are assessing for we can learn from those theorists such as Woodhead and Faulkner, (2000) which see concepts of childhood as being created.   In other words, we need to be careful that functional assessment teams, where the assessment tools are being guided by this construction, do not measure a child’s functional vision within a pre-conceived framework of that child. The framework could contain issues of class, gender, race and even parental expectations. Teams need to examine the appropriateness of the functional assessment tools they use to assess a child’s vision, for it is the assessment tools that will in part shape that child’s lives and determine future support and need. 

The Profile of Children with Visual Impairment

In the last two decades there have been various attempts at determining the numbers and profile of VI children living in the United Kingdom, (see Evans, 1995; Rodgers, 1996; Foster and Gilbert 1997; Rahi and Dezateaux 1998; Keil and Clunies-Ross, 2003; Rahi and Cable 2003; Bodeau-Livinec, Surman, Kaminski et al, 2007 and Ravenscroft et al, 2008). In 2003, The Royal National Institute of Blind People (RNIB) estimated that there were 23,680 children and young people known to Visual Impairment Services across England, Scotland and Wales (Keil & Clunies-Ross, 2003). This figure can be compared with the number of children who are officially registered blind or partially sighted in 2005 across England, Wales and Scotland. This number of 11,514 clearly shows the under registration of children on local authorities registers. Nevertheless, in 2007 RNIB commissioned another study developed by Morris and Smith (2008) and found, by sending questionnaires to local authorities in England, Wales, and Scotland, 16, 008 children were receiving support from their local authority due to their visual impairment.  Morris and Smith claim their data only represents 66% of children with visual impairment educated in England, and 34% of children in Scotland and 80% of children educated in Wales. Consequently, Morris and Smith suggest the original figure of sixteen thousand (with some caveats) should extrapolated using data from the 2006 census to 25,305. However in 2014 RNIB now report that there are an estimated 40,000 children and young people (CYP) aged up to 25 years with VI that requires specialist support and approximately 25,000 are under 16 years old. (RNIB, 2014). So it seems that the accurate figure is still to date unknown. 

One way of determining the number is perhaps not to do a ‘count’ of how many children there are who are visually impaired but to look at the incidence and prevalence of visual impairment. Two influential studies (Bodeau-Livinec, Surman, Kaminski et al, 2007 and Rahi and Cable 2003) examined the rates of VI and blind children within the UK population reported lower results. Children with a corrected visual acuity of 6/18 to 6/60 in the better eye were defined as having visual impairment and children with corrected visual acuity in the better eye of less than 6/60 or no useful vision are defined as having severe visual impairment or were blind. Bodeau-Livinec and her colleagues suggest that 13 in every 10, 000 children born in the UK will be diagnosed with a visual impairment by their 12th birthday which amounts to around 950 new cases a year (p1101). They also found a cumulative incidence rate of 5.8 per 10,000 at 5 years of age for children that were severely VI or blind, which supports Rahi and Cable’s (2003) finding of 5.3 per 10,000. 

Ravenscroft et al (2008) using data from the Visual Impairment Scotland (VIS) notification database found the most single cause of childhood visual impairment was not due to damage of the eyes but due to damage to parts of the brain that are responsible for seeing. The study claims that over half (51%) of the 850 children notified at time of analysis, visual impairment was due to some form of damage to the brain or visual pathways, exactly the same percentage as Bodeau-Livinec et al (2007). There were a total of 75 different conditions named by eye health professionals as the primary cause of visual impairment in the children listed on the VIS database. However on closer analysis of the children on the database 18% of all children had Cerebral Visual Impairment (CVI) as the most identified single primary diagnosis given by the child’s ophthalmologist.  Albinism with 9% was a distant second. Given damage to the brain is a major factor responsible for a child’s visual impairment it is of no surprise that the study found the majority (71%) of children with visual impairment also had some additional disabilities (in addition to their visual impairment). 

The majority of children on the VIS dataset, who were able to be examined, either clinically or functionally fell within the 6/18 to 6/60 visual acuity range. This highlights the fact that very severe loss of sight or blindness is of very low incidence in children, indicating the term ‘blind’ is in fact quite misleading, for most children with visual impairment have some vision. Again this comes back to the notion of constructions we make about children.  More often or not the ‘blind’ child can be a seeing child and it is important mainstream classroom teachers and qualified teachers of visually impaired children (QTVI)  utilise what vision the child has and for most cases (except those where the child has no light perception at all) to support the child as a ‘seeing’ child rather than as a ‘blind’ one. 
By examining the case study, issues and strategies for teaching and learning for Peter a boy with Oculocutaneous Albinism​[3]​ with low vision and Nystagmus​[4]​ can be explored. 








Responses to the case study 

Empowerment of the Mainstream Class Teacher

Peter is visually impaired. The policies that are in place within his local authority means that he has been included in the early intervention strategies since he was a few months old. Peter has routinely been included in multi-agency team assessments. A single shared report is given to himself, his parents and shared with other professionals within the team and used to constitute a significant part of the information necessary for completion of Peter’s Individual Education Plans, the Personal Learning Plan, Individual Transition Plans, and other planning documents. However one of the most important issues to consider for Peter is that he is a full member of the class room and as such he should be treated as any other member.  Gale, Kelley & d’ Apice (1998) suggest quite correctly that Peter ‘is more similar to, than different from his sighted peers” (p, 147). They stress the importance of the classroom teacher providing a positive role model to encourage Peter’s peers to accept him. The classroom teacher may require support to achieve this aim. 

Support for the classroom teacher is available from many sources but one of the most fundamental sources of support will be from the QTVI.  One of the main roles of the QTVI is to empower others, by collaborating and consulting with the classroom teacher and others (including Peter’s peers) and to provide awareness raising that will inform them about the implications a visual impairment may have. Importantly thought the concept of empowerment goes beyond mere awareness rising in order to change the behavior and assumptions that surround the pupil with visual impairment. Clearly stated, awareness raising, although necessary is simply not sufficient. Awareness raising for staff and pupils is a one way process, placing little responsibility on the recipient for they are passive receptors of the information given to them by QTVIs.  Mainstream teachers need to be empowered to change their practice. As Coburn (2001) and more recently supported by Printy (2008) suggest teachers change their practice dramatically as a result of interaction with individuals that are out with their own ‘community of practice’. If this is the case the importance of the role of the QTVI in empowering the actions of the mainstream teacher cannot be underestimated. 

The responsibility of changing behaviours must not lie only with the QTVI. Stein and Nelson (2003) argue that  “teachers must believe that serious engagement in their own learning is part and parcel of what it means to be professional and they must expect to be held accountable for continuously improving instructional practice” (p. 425). Empowerment in this context then is a two way relationship between the QTVI and the mainstream teacher; in that the QTVI must set the right enabling conditions for empowerment to occur, through dialogue and consultation, however, the mainstream teacher themselves through self agency must take hold of these conditions and deliver change themselves. 

Research tells us that having a special health care need generally is associated with being bullied (van Cleave and Davis, 2006). Sweeting and West (2001) found increased bullying was more likely “among children who were less physically attractive, overweight, had a disability such as a sight, hearing or speech problem (p. 225). We see in the case study a disconnect between the teacher’s perception of friendship and Peter’s. Pupils with visual impairment appear to use the concept of friendship to protect themselves against bullying (Bulltjens, Stead, and Dallas, 2001) and professionals need to beware of the exact status and nature of friendship amongst pupils with visual impairment. Roe (2008) developing Buultjen’s stance defines the issue clearly in that professionals need to create a variety of social contexts to promote social inclusion and in each of these contexts the child should not been seen as one with difficulties but an examination of how each of these created contexts impact on the child with visual impairment.  Roe is almost right, however in order to have a positive impact on learning, mainstream teachers need to feel empowered to be able to create the right contexts, and empowerment again comes in part from discourse with the QTVI and other professional colleagues.

Empowerment from Orientation and Mobility
Empowerment for Peter is essential; however he must develop his mobility skills so that he is able to move around confidently in his surrounding environment. Orientation and Mobility skills should be delivered by qualified habilitation​[5]​ instructors who are trained to work with children. It is not enough to have instructors who are trained to work with adults, who then suddenly find themselves working with children, this smacks of viewing the child as ‘little adults’. Nor are QTVI’s qualified to plan and deliver these skills either. QTVI’s do receive some training in sighted guide techniques it is not commensurate with fully qualified Orientation and Mobility Instructors. Students who receive mobility and orientation instruction are more likely to be employable, have higher levels of independence, have the skills necessary to utilise a variety of transport options, that are not limited to “getting a taxi” (Carey 2006). However conflict can arise within the school environment. There are issues of when the instruction is going to take place within the school timetable: Is the pupil for example expected to miss classes of core subjects to receive mobility training? Importantly instruction also needs to take place at home, and between home and school. The rhetoric of the “community school” is entrenched within policy and ideology, yet when it comes to orientation and mobility training for the VI child this rhetoric often gets ignored. 











Independent Living Skills or Attainment?

Related to core mobility issues is employment. One of the major problems facing professionals involved in the education of children and young people who are VI is the employment/further education rates of children leaving education services.  Research shows that there is a high unemployment rate of people with visual impairment and especially those with additional support need(s) (See Meager and Carta, 2008; Douglas, Corcoran, and Pavey, (2006); Douglas, Pavey, Clements, and Corcoran, (2009). Megar and Carter (2008) report the overall employment rate for people with seeing difficulties is low, and even lower for people who are disabled by their sight problems. If they have additional disabilities or health problems the employment rate drops even lower. However, low unemployment rate should not be automatically equated with levels of educational attainment. Cebulla & Chanfreau (2009)  highlight a small education attainment gap for pupils with visual impairment if visual impairment is the pupil’s only additional support need:15% of pupils with visual impairment and an additional special educational need achieved 5 or more GCSEs (A*-C) – compared with 64% of pupils without any additional support need.

If pupils with visual impairment with no other additional support needs are achieving only slightly less in attainment than their sighted peers but have a higher unemployment rate, what could be causing the disparity between the two? I would like to suggest part of the problem is the delivery (or not) of the mobility and independence curriculum. If single disability VI children are achieving near standard attainment rates, but are leaving school with very little independent living skills, then although their attainment levels may allow the student to be called for an interview with prospective employers, the employer soon recognises the poor independence and social skills that are presented and subsequently the student is less likely to be successful in obtaining employment.  It is important to point out in this scenario it is not the visual impairment per se that causes the difficulty; it is the lack of mobility and independent living skills. The two are separate issues. 

If VI pupils leave school but are unable to go shopping, wash their clothes, or cook for themselves then I would suggest the academic attainment counts for very little.  If VI people are to lead full and successful lives within a working, and day to day environment they must be able to do so independently. 

This is not an easy problem to solve: What could be a possible solution to ensure VI children are able to access a curriculum that includes independence and daily living skills within a mainstream school? Controversially, I suggest that for some pupils especially those who should be accessing independent living skills lessons, it may be appropriate to ignore, or if this seems too strong, to focus less on academic attainment and concentrate mainly or even wholly on developing independence living skills.  Academic attainment may be achieved later, as it does for many young sighted adults who attend further education colleges.  If this suggestion is accepted in schools then the training of independent living skills must be supported by appropriately trained habilitation workers, employed by local education authorities, and then supported by social work habilitation workers during out of term time.  This mixed model of delivery ensures that all aspects of daily living and mobility needs are catered for not only at school but within the community as well. 

To be clear I am not advocating that VI children are taken out of mainstream classes to be instructed in their daily living skills. This may lead to segregation and greater feelings of isolation, but it may be possible within the mainstream classroom to increase the independent living skills of children through project based learning. Take for example the Scottish Curriculum for Excellence, (Scottish Government, 2004) where it is stressed that every child and young person is entitled to develop skills for learning, skills for life and skills for work. Within the new Curriculum there will be a shared responsibility within schools and partners to take a holistic approach to ensure that children and young people are fully engaged members of society.  Thus we may find that adapting to such an approach is not in conflict with the mainstream curricula, but is in fact wholly supported by it.

To conclude, if the trend to include pupils who are VI within mainstream continues then there is a need to think very strongly about the relationship between academic attainment and independent living skills.  With the introduction of new curricular, the time may be right to readdress the balance, and to take a brave step forward and focus on ensuring that children who are blind or partially sighted can function independently, to the best of their ability, in a sighted world and not at present, have some children who attain excellent grades but cannot engage with the world around them. 

Educationalists should be moving towards holistic education programmes and by doing so we may find that educators and professionals are recognising difference between each child and to identify exactly each and everyone’s own particular need and consequently are best supporting that child through school and into their early adult years (Ravenscroft 2013).



Points to Consider:
As we have seen, a changing profile of children who are visually impaired is occurring. More and more children who are born with VI are also born with additional disabilities. What do you think are the major issues for inclusion into mainstream schools for children with VI and comorbidities and does this affect the debate that surrounds inclusion?
Imagine that you are head of a service that supports the education of children with visual impairment in your local authority. What actions do you take to ensure that you know precisely the number of children with visual impairment are transitioning from health service responsibility (say from 0 years to 3 years)  to the responsibility of the education authority. 

You are still the head of service except this time you are aware that there are a number of children with visual impairment, which will in a year’s time transition from your education service to either full time further or higher education, employment or move into adult service responsibility. Consider what mechanisms you would use to measure the successful impact of this transition period. In other words how do you know that the services you have provided has successfully impacted on the lives of the children currently going through the transition period?

 


Annotated Further Reading

Corn, A.L., Erin, J.N. (2010) Foundations of Low Vision: Clinical and Functional Perspectives, 2nd Edition. American Foundation for the Blind Press.  An excellent second edition on how best to assess and support both children and adults with low vision and plan programs and services.

LaVenture, S. (ed). (2007). A Parent’s Guide to Special Education for Children with Visual Impairments. American Foundation for the Blind Press. For the parent and training practitioner it gives a comprehensive guide to understanding the process of educating a child with visual impairments.

Roman-Lantzy, C. (2007). Cortical Visual Impairment. An Approach to Assessment and Intervention. American Foundation for the Blind Press. An excellent book for the practitioner who is interested in Cortical/Cerebral Visual Impairment.

Salisbury, R (ed). (2007) Teaching pupils with visual impairment: a guide to making the school curriculum accessible. Routledge. A book that has many practical ideas on making the curriculum asscessible. Many of the chapters are written by experienced teachers of pupils with Visual Impairment.

The Curriculum for Excellence Website: http://www.ltscotland.org.uk/curriculumforexcellence/index.asp (​http:​/​​/​www.ltscotland.org.uk​/​curriculumforexcellence​/​index.asp​). An all encompassing website for the Curriculum for Excellence. 
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Learning Objectives 
This chapter will; 

	Detail the national register of severely sight impaired and sight impaired people. 
	Explain the difference between clinical and functional visual assessments
	Present current research on the profile and prevalence of children with visual impairment living in the United Kingdom. 
	Discuss the roles of the Qualified Teacher of the Visually Impaired in empowering the mainstream teacher. 
	Explore the balance between academic attainment and independent daily living skills. 

Discussion Box

Before reading the research about how to respond to the case study: What immediate questions do you have? What approaches would you take and why?

CASE STUDY PETER 

Peter is 9 years old, at a local mainstream primary school. As a result of his albinism he is photophobic and dislikes the bright light. He also doesn’t like to go out into the playground and needs sun glasses and a hat, but he dislikes wearing his hat as it affects his field of vision.  He has no additional disability over and above his visual impairment, and is fully ambulant. He has poor vision and his distance vision has been assessed at 0.9 LogMAR, therefore he needs support in seeing things at a distance. His near vision has also been assessed at 0.6 LogMAR which indicates he will also need help with close up work. A QTVI has identified that he likes materials presented to him in front size 24 and particularly with sans serif fonts such as Verdana or Helvetica. Peter has a hand held magnifier, which stays in his bag until reminded to bring it out by his class teacher especially at times when the class are reading story books. Peter is an average reader for his age, although as a result of his nystagmus he reads very slowly and needs extra time for assessments

In the classroom specific adaptations have been made, in order for Peter to feel comfortable within the learning space and to access the curriculum. These adaptations include a considered seating position, lighting, high contrast materials, slope boards, and a reduction on the glare on computer screens as well as a reduction on the amount of clutter on worksheets.

He is a shy boy, although he does claim to have some friends, his class teacher would dispute this. He finds it difficult to maintain eye contact due to his nystagmus and does not look at people when talking to them. Peter does not do any extra curricular activities for he sees himself as clumsy and as a result his confidence and self esteem are low. He can on occasion get a little disorientated and does not go far beyond his own local area. Although he tries to be independent about the school environment he is lacking in some basic core mobility and daily living skills. 


Discussion Point

Peter’s social competence, his confidence and independent skills are affecting his home and school life, however he is obtaining average grades. If pushed Peter might be able to obtain even higher grades. As a mainstream teacher, to what degree would you focus on Peter obtaining good academic grades at the expense of his own social competence skills or would you focus on ensuring that when Peter leaves school he can live a full and independent life which may mean limiting his academic achievements?

Relate this case study to your own area of practice and discuss how is social competence promoted?

Chapter Summary.

This chapter has 
	identified a number of issues concerning the assessment, registration and education of children in mainstream schools. 
	It has considered the inappropriate use of using the main certificate of visual impairment register as a tool of future planning of services, including education, for children with visual impairment due to the under representation of children on the register. 
	This chapter has also discussed the profile and prevalence of significant visual impairment and the likelihood of a visually impaired child attending mainstream schools. 
	Through the case study of a child with Oculocutaneous Albinism with low vision and Nystagmus the chapter has stressed the importance of developing a two way relationship between the QTVI and the mainstream class teacher, and the chapter has particularly focused on the role of the QTVI in empowering the mainstream class teacher rather than simply providing guidance or informative awareness raising sessions. 
	It has also discussed the interaction between academic attainment and daily living skills with an emphasis on perhaps for some it is better to concentrate on developing greater social competence within the child than to achieve some degree of academic success. 



^1	  Note that some vision may still remain. 
^2	  This group of people will also be classed as blind if their visual field is contracted.  The visual field is the portion of the subject's surroundings that can be seen at any one time. (Wilson, F.M.(2005).  Practical Ophthalmology (5th ed.),  American Academy of Ophthalmology).
^3	  Oculocutaneous albinism is a group of conditions that affect  the pigmentation of the skin, hair, and eyes and it also reduces pigmentation of the iris and the retina. 
^4	  Nystagmus is uncontrolled movements of the eyes, in most people that have nystagmus the eyes usually move from side to side, but in others the eyes can move so that they swing up and down or even in a circular motion. 
^5	  Notice the term is habilitation instructors and not rehabilitation instructors. Children with visual impairment do not need to be re-habilitated, in their orientation, mobility and daily living skills. 
